Globally, gender remains a key determinant of health.
1 Alcohol consumption, violence, deaths related to road injuries and sexually transmitted infections may be accounted for by the intersecting gendered inequalities and gender norms that determine the health of both men and women. Any attempt to address the gendered dimensions of health faces complex challenges that go beyond sex-specific health needs based on biological difference to understandings of health as socially and economically determined. The diplomatic attention given to health issues has grown dramatically in the past 20 years.
3 Accompanying this growing interest has been a marked increase in investment in development assistance for health-from US$5.7 billion in 1990 to US$28.2 billion in 2010 4 -alongside new and well-funded investment from private philanthropic organizations. 5 Such economic and political investments have brought undeniable benefits: life expectancy at birth increased by 10.7 years for males and 12.6 years for females between 1970 and 2010, while between 1970 and 2013 childhood (under age five) mortality fell by 64 per cent, from 17.6 million deaths to 6.3 million a year. The proportion of births attended by skilled health personnel in developing countries rose from 56 to 68 per cent between 1990 and 2012. However, the gains resulting from this overall rise in economic investment in health have varied widely among regions, states and individuals. 7 In particular, persistent patterns of gender inequality are highlighted by the health burdens borne by women. Four out of every five deaths of children under age five continue to occur in sub-Saharan Africa and southern Asia. Every year 300,000 women die from causes related to pregnancy and childbirth, and 6 million sustain serious injuries from childbirth, such as obstetric fistula. Women are repeatedly risking their lives to have healthy children who survive to adulthood. Women are 14 times more likely to die as a result of childbirth in a developing than in a developed country, and 95 per cent of deaths of adolescent girls as a result of childbirth occur in developing countries; indeed, pregnancy/childbirth remains the leading cause of death for adolescent girls in Africa and south Asia. 8 It is young women in these regions, and their partners, who continue to report an unmet need for sexual and reproductive health services to enable them to plan pregnancies and prevent sexually transmitted infection. The fifth Millennium Development Goal (MDG 5) was to reduce maternal mortality by 75 per cent; but by 2015 only a 45 per cent reduction had been achieved, while universal access to reproductive health and family planning (also included in MDG 5) had not been achieved either. 9 As Ely Yamin and Boulanger have recently argued, MDG 5 promoted a limited set of indicators ignoring complex power relations, human rights principles, and established international legal frameworks, and [excluded] certain SRHR [sexual and reproductive health and rights] issues. Efforts to address the root causes of maternal mortality, let alone broader aspects of SRHR and gender inequality, were lost. 10 Similar criticism of the narrow conceptualization of women's health in terms of reproductive rather than sexual and reproductive health has been levelled, for example, at the target-centric focus of disease eradication programmes for HIV/ AIDS and even of mother and child care. 11 Within this narrow framing, women This persistent failure of global health initiatives to decouple women's health from sexual reproduction (that is, the priority accorded in respect of women's health to ensuring healthy childbirth, as part of an overriding focus on reproduction) has led to the promotion of multiple health programmes that continually fail to address women's marginalization in society and the effect this has on their health. 13 Ely Yamin and Boulanger argue that, as a consequence, health goals, targets and indicators have failed to adopt a 'transformative development agenda based upon realizing human rights for all', and that any future health goals and targets must adopt a robust narrative of social transformation, which incorporates aspects of progress that are not measurable, but are critical to changing the social relations that impede some peopleand women in particular-from escaping poverty, realizing their rights, and living lives of dignity.
14 In this article we explore the extent to which this broader criticism about the gender blindness of global health governance applies to public health emergencies. Specifically, to what extent do international advisories during health emergencies acknowledge the impact of gender inequalities existing within these health emergencies? In the space of 18 months, the Ebola outbreak in Guinea, Liberia and Sierra Leone led to a 75 per cent increase in maternal mortality across the three countries, while untreated malaria cases may have risen up to 45 per cent in Guinea, 88 per cent in Sierra Leone and 140 per cent in Liberia. 15 Sophie Harman has argued that although women were visibly affected by the outbreak, they were 'invisible' at every point in the international response to the outbreak, from data disaggregation to the promotion of gender-informed responses to the crisis:
The 2014 Ebola outbreak provides an acute case study on conspicuous invisibility, where issues of women and gender have been invisible in both the emergency response and in long-term planning on health system resilience. The short-and long-term responses to Ebola show that the male bias is very much present in thinking about disease outbreaks: there is little to no discussion about gendered impacts of the disease in framing the crisis, data disaggregated by sex were late in coming, and no strategy includes gender indicators. We examine Harman's argument in detail to compare the international emergency responses activated in the wake of the Ebola and Zika outbreaks. What we find particularly troubling in both cases is the paucity of engagement with human rights language and the diverse backgrounds of women in these locations of crisis when women-specific advice is being issued. We find that the lessons that should have been learnt from the Ebola experience have not been applied in the Zika outbreak and that there remains a disconnect between the international public health advice being issued and the experience of pervasive structural gender inequalities among those experiencing the crises. In both cases we find responses at the outbreak of the crisis, such as women asserting reproductive autonomy, giving way to what Watson and Mason call the 'tyranny of the urgent', particularly prevalent in health programming concerning women, 17 which puts aside for 'later' the structural issues-in this case, whether women have economic, social or regulatory options to exercise the autonomy presumed in the international advice. The problem in the case of both Ebola and Zika has been that leaving structural gender inequalities out of the crisis response has further compounded those inequalities.
International Affairs
Although this article focuses on gendered dimensions of global health for women exacerbated by complex emergencies, in writing about gender we recognize and acknowledge the multiplicity of cross-cutting factors that characterize women's lives. Accordingly, in analysing gender we also acknowledge the interdependence of age, disability, race, ethnicity, sexuality and socio-economic status in shaping the lived experience and health outcomes of women and girls, as well as men and boys. In the case of both Ebola and Zika, women of reproductive age with few socio-economic resources in low-to middle-income countries have been particularly vulnerable to the broader impacts of these emergencies.
Gender and complex emergencies
A complex emergency is a humanitarian crisis in a country, region or society where there is total or considerable breakdown of authority resulting from internal or external conflict and which requires an international response that goes beyond the mandate or capacity of any single agency and/ or the ongoing United Nations country program. 23 Displaced women and girls face a higher risk of being subjected to forced marriages, domestic violence, 24 and constrained access to resources such as food. In addition, in emergency contexts there may be difficulties in accessing contraceptives, 25 lack of access to obstetric care, and increased neo-natal death rates. In conditions where women face more risk of violence against their bodies, it is an obvious imperative to prioritize gender protection procedures as well as sexual and reproductive health in emergency response planning.
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Lessons have been drawn from past crises, but there are still difficulties in addressing how they intersect. 27 The vulnerabilities of women and girls during complex emergencies are equally present during a public health emergency but are relatively underexamined in these circumstances compared to the study of gender, health and inequality during natural disasters. In the remainder of this article, we examine two recently declared international public health emergencies: the Ebola and Zika outbreaks. 28 After examining the pre-existing relationships between gender, health and inequalities, and the effects of these relationships during the crises, we then examine the extent to which these pre-existing inequalities were factored into 20 the international advice given for both emergencies. In both cases, we find very few instances where gender inequality and gender discrimination were factored into the international response and the measures suggested at the initial stages of the outbreaks. Despite pervasive patterns of gender discrimination in the affected communities, there were too few occasions where international advice appeared to take account of diminished rights and right to access health care when promoting the choices that women, in particular, had to protect themselves and their families. 29 We argue that future institutional responses to global public health emergencies must consider, at the earliest stages of the outbreak, the relationships between public health measures, human rights and gender equality to ensure that populations have access to the necessary care and containment provisions and measures.
Gender and Ebola
The Ebola outbreak in west Africa of 2014-15 highlighted the consequences of failing to adopt a gender perspective on infectious diseases. It was by far the largest outbreak to date of this disease. From the first reported case in Guinea in March 2014 (the index case was infected in December 2013), 30 by 27 March 2016 there had been 28,646 cases of Ebola virus disease worldwide, with 11,323 deaths.
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The crisis demonstrated how easily infectious diseases overwhelm fragile health systems in low-resource countries. Guinea, Liberia and Sierra Leone, all among the poorest countries on Earth, 32 bore the overwhelming burden of the outbreak. Of the 28,646 cases of Ebola virus disease recorded by 27 March 2016, 28,610 occurred in these three countries. 33 Furthermore, these countries were recovering from highly complex emergencies that had arisen as recently as the previous decade. Liberia had been hosting a UN peacekeeping mission, UNMIL, 34 since the end of its civil war in 2006, and in August 2014 the UN Special Envoy to Liberia noted the destabilizing impact of the Ebola outbreak on the already fragile political and security sectors. 35 Guinea was still experiencing intense phases of violence and political instability after a violent coup in 2009. 36 Of the three countries, Sierra Leone had experienced the longest period of stability, its decade-long civil war having ended in 2002. This relatively recent history of violence and political 29 Harman, 'Ebola, gender and conspicuously invisible women'. 30 instability in each country contributed to a high baseline disease burden among the population even before the outbreak. There has been considerable debate and reflection on the failure of the international community to realize the particular vulnerability of these countries to the outbreak of Ebola, and to appreciate what was required to effectively curb the spread of the disease at an earlier stage.
37
One particular concern has been the 'feminization of the EVD [Ebola Virus Disease]' during the outbreak. 38 Existing gendered roles of women and girls in west Africa posed Ebola-specific risks related to the disease itself and broader gender-related risks arising from the social upheaval caused by Ebola. In terms of Ebola-specific risks, women's traditional roles as carers (both within the family and as health-care workers), and as the people who traditionally prepare bodies for burial, placed them at particular risk of exposure to Ebola. 39 Although there is limited information on the effect of Ebola on pregnancy, the evidence available suggests that pregnant women with Ebola are at increased risk of spontaneous abortion, pregnancy-related haemorrhage, stillbirth, death and neo-natal mortality. 40 Preliminary results also indicate that Ebola can persist in the semen of male survivors for some months after infection, 41 thereby posing additional genderrelated risk of infection to women in the context of gender-related powerlessness in negotiating safe and consensual sex.
By 4 November 2015, in the three West African countries most affected by Ebola, there had been a total of 8,703 cases of Ebola in women compared to 8,333 cases in men. 42 The impact of Ebola on the health and well-being of women and girls went beyond the risk of contracting the disease itself. The outbreak had a huge impact on the economies of affected countries. The United Nations Development Programme has estimated that in 2014 economic growth in Guinea declined from 4.5 per cent to 1.6 per cent, in Liberia from 5.9 per cent to 1.8 per cent, and in Sierra Leone from 11.4 per cent to 7.4 per cent. 43 The budget deficits in these three countries are estimated to have increased by US$500 million in 2014 as a result of reduced economic activity, lower tax income and increased spending to respond to the crisis. 44 This economic impact of Ebola may have had a disproportionate impact on women, 45 who comprise much of the smallholder farming sector. 46 Women make up 70 per cent of the cross-border traders in the Mano River Union region, and the closure of borders due to Ebola restricted their access to markets. 47 Ebola has also disrupted trade within countries. In Liberia, for example, women comprise 85 per cent of daily market traders. 48 Delay in delivery of goods owing to travel restrictions, and increases in transport fares, have adversely affected the businesses of these women and their economic security. 49 Closure of schools in response to Ebola has disrupted the education of girls, already lagging behind that of boys, 50 while school closure has also been associated with an increase in adolescent pregnancies. 51 Disruption to the health systems of affected countries and restrictions on movement of people have made it difficult for women to access pre-and post-natal care and increased the likelihood of their having unassisted deliveries, 52 resulting in a situation where 'pregnant women are faced with the double fear of dying from Ebola and during childbirth'. 53 The disruption to health systems also had broader impacts: one study of malaria case management in Guinea estimated that 74,000 fewer malaria cases were seen and treated in 2014 compared to 2013 owing to the impact of Ebola, 54 and a modelling exercise estimated that in 2014 up to 10,900 additional deaths from malaria in the three west African countries most affected by Ebola were attributable to the disruption to health systems. 55 Ebola also had a disproportionate impact on healthcare workers, 56 with consequent longer-term impacts in countries already underresourced in terms of health-care personnel. It has been estimated that an additional 44 UNDP, Getting beyond zero, at p. 5. 45 4,022 women will die annually in childbirth in Guinea, Liberia and Sierra Leone as a result of the Ebola-related deaths of health-care workers in these countries.
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In all these ways, women and girls have been at disproportionate risk from Ebola. They have also been central to the recovery efforts. The UN Inter-Agency Standing Committee of the Reference Group for Gender in Humanitarian Action noted that 'the role of women and girls in the post-crisis recovery will be essential to facilitate an expedited normalization of the social and economic landscape'.
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The same report noted that there were some unexpected benefits from the Ebola outbreak: UN Women reported 'anecdotal evidence that FGM [female genital mutilation] has drastically reduced in Sierra Leone'. While it is unclear whether this temporary ban on and reluctance to carry out FGM will endure, there is a renewed focus on how to advance the anti-FGM movement on the back of the Ebola outbreak. 59 Indeed, there is now a belated but accelerated awareness of the disproportionate gendered impact of the Ebola outbreak. But was this foreseeable?
Gender and Zika
The emergence of the Zika virus in the Americas, and the now causally established link between Zika and microcephaly, 60 triggered the declaration by the WHO of a PHEIC on 1 February 2016. 61 During the initial phase of the Zika outbreak, the links between the location of microcephaly cases, poverty, public health, the women most affected-the urban poor, the indigenous in remote locations-and their lack of access to contraceptives and abortion emerged as matters of particular concern.
62 In particular, already marginalized women were being asked by governments to avoid pregnancy, apparently without any acknowledgement by these same governments of their own role in hindering women's access to contraceptives, sex education and safe abortion practices in the first place. The potential link between the Zika virus and microcephaly is particularly alarming for pregnant women in affected areas. Governments in Colombia, Ecuador, El Salvador and Jamaica have all recommended that women delay becoming pregnant until more is known about the mosquito-borne virus. 63 The WHO has recommended that pregnant women be advised not to travel to affected areas. 64 Recommendations that women avoid or delay pregnancy, practise safe sex or abstain from sex during pregnancy all assume that women in affected regions have high levels of reproductive freedom and self-determination. Yet the high rate of unintended pregnancies in these regions suggests the contrary, 65 indicating a lack of official understanding of the pre-existing conditions of structural gender inequality in these situations. In Brazil, for example, a public health adviser could point out that 79 per cent of women use contraceptives. 66 However, in the areas most affected by Zika-the north and north-eastern regions of the countrywomen are less likely to have access to contraceptives, less likely to be using a contraceptive method that works, and less likely to have access to necessary medical care. 67 The women in these regions are among the poorest in the country, with unmet needs for water, sanitation and education, and denied sexual and reproductive rights. 68 As with other pandemics, there is the potential for the impact of the Zika virus to fall most heavily on the most disadvantaged members of society. 69 For women who do become pregnant, the WHO's interim guidance on 'pregnancy management in the context of Zika' includes that: 'Women who wish to discontinue their pregnancy should receive accurate information about their options to the full extent of the law, including harm reduction where the care desired is not readily available.' 70 However, restrictive abortion laws in many countries in Latin America leave women who may wish to discontinue their pregnancies with little access to safe, legal termination and leave women exposed to the risks of unsafe procedures. The Guttmacher Institute has estimated that there were 4.4 million abortions in Latin America in 2008, and that 95 per cent of these were unsafe. The Zika outbreak, like the Ebola outbreak, has revealed the 'conspicuous invisibility of women' in outbreak response. 72 The socio-economic status of women, always a determining factor in their experience of gender inequality and gender discrimination, takes on heightened significance during complex emergencies. For example, even in a country where there are restrictive abortion laws, such as Brazil, women of higher education and socio-economic status are more likely to gain access to safe abortion. 73 As the International Planned Parenthood Federation points out:
Poor women and adolescents living in rural areas, where mosquitoes are a part of everyday life, are more susceptible to infection and less likely to have access to sexuality education, contraception, and safe abortion services where legal. In Brazil, for example, [it is no coincidence that] the epidemic is concentrated among young women of color living in the least developed areas of the country. 74 These examples illustrate that, while public health interventions to support women in making autonomous sexual and reproductive choices are vital, advice and programming may not adequately address the socio-economic options open to these young women that determine their sexual and reproductive 'choices'. Therefore, in a public health emergency, where a virus (like Ebola and Zika) can be spread by sexual relations, attention to the location and equality of the women and girls affected by the disease outbreak is vital to ensure that advice on containment and treatment compensates for the limited choices likely to be available to this population.
Disease and inequality: compounding disadvantage
In the three countries affected by the Ebola outbreak, the extent of disease morbidity and mortality in general prior to the Ebola outbreak reveals the complexity of health-care provision in an environment where health inequality is high in both communicable and non-communicable diseases. In Guinea, the leading causes of premature death are malaria, lower respiratory infection, and neo-natal pre-term birth (2013 data). The highest risk factors, in terms of disability adjusted life years, are child and maternal malnutrition, air pollution and unsafe sex. 75 In Liberia, collective violence as an attributable cause of death and disability fell significantly over the past decade, to be overtaken by malaria, lower respiratory infection and diarrhoeal disease. Child and maternal malnutrition, unsafe water and poor sanitation, and air pollution remain leading causes of death and disability. A similar picture is present in Sierra Leone, one notable difference being www.guttmacher.org/fact-sheet/facts-abortion-latin-america-and-caribbean. 72 Harman, 'Ebola, gender and conspicuously invisible women'. 73 Compounding these indicators of poor health in the Ebola outbreak was the lack of access for women to the health-care services necessary to support their own and their children's health. To what extent could the relationship between gender, health and women's access to health-care services have been determined at the point of the crisis? The OECD Social Institutions and Gender Index (SIGI) is a composite measure of each country's gender inequality score, drawn from five sub-indices (restricted physical integrity, discriminatory family code, bias in favour of sons, restricted resources and assets, and restricted civil liberties) that provide a broad snapshot of the economic, political and social status of women in each country. 77 The 108 countries measured are ranked in five categories from very low (inequality) to very high. All of the three countries most affected by the Ebola outbreak were above the average SIGI score for gender discrimination: Guinea ranked 'high' and Liberia and Sierra Leone 'very high' (the difference between high and very high is negligible in these cases: all three countries' scores were within 0.05 per cent of each other). In the area of restricted physical integrity, which refers to women's autonomy and control over their bodies, all three countries score 'very high' in terms of gender inequality. In Guinea, for example, approximately 92 per cent of women have experienced domestic violence, and 95 per cent have been subjected to FGM. In Sierra Leone, despite the recent introduction of rather progressive legislation to prevent violence against women, including banning FGM and outlawing early marriage, the low social and economic status of many girls and women continues to render them vulnerable to these practices. 78 Liberia's data on restricted physical integrity also reveal the difficulties attending any attempt to measure the relationship between gender inequality and health indicators. While according to official government data 'few women' aged 15-49 have undergone FGM, UNICEF estimates that 66 per cent of women in Liberia in that age group have experienced some form of FGM.
79 Similar difficulties arise when attempting to trace the observance in practice of sexual and reproductive rights. Women in Liberia have access to free contraceptives, and the take-up is reported to be quite high; however, the reported use of contraceptives is quite low.
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In Brazil and Colombia, the two countries most affected by the Zika outbreak at the time of writing, the picture for gender inequalities is markedly different to countries most affected by Ebola in west Africa. Both countries have a 'low' SIGI score for gender discrimination. Yet, like the African countries discussed above, the sub-index scores that make up the overall SIGI score reveal gender inequalities that may hinder access to treatment and care for particular segments 76 Institute for Health Metrics Evaluations, country profiles, 2015, data for Liberia and Sierra Leone. 77 of the population. In particular, the sub-index 'restricted civil liberties' places Brazil at 'medium' level relative to other states and Colombia at 'high'. 81 The significance of the score, in this case, is that civil liberties measure women's access to political and social movements as well as to community actions and 'public decision making for a range of development outcomes such as governance, health and education '. 82 Given that most of the population groups affected by Zika are of lower socioeconomic status, and that levels of access and inequality differ markedly across the rural-urban divide, these scores indicate a clear need to prioritize differentiated levels of access and support. In recent months this point has been noted in relation to Zika by the UN High Commissioner for Human Rights, who has said that upholding the human rights of women is an essential element of an effective response to the outbreak. 83 The United Nations Population Fund has also pointed out that sexual and reproductive health services must be included in the response to Zika. 84 Yet to date the focus seems to be on advising women on preventive measures such as practising safe sex, avoiding pregnancy, and avoiding mosquito bites. 85 In the case of Ebola, the earliest advice provided that recognized women's right to access social and economic services to protect their health security was UN Security Council Resolution 2177, adopted in September 2014, which stated in operational paragraph 2: 'Responses to the Ebola outbreak should address the specific needs of women and ... the importance of their full and effective engagement in the development of such responses.' 86 In both health emergencies our concern is the lack of early discussion and engagement in this same advice on how to support women who suffer social and economic constraints on taking such preventive measures. 87 In view of the importance of contemporary research on the risk, incidence, harm and prevalence of the Zika infection, we were interested to see whether the 'invisibility' of women and gender that we found in the case of the Ebola outbreak was also evident in published research that addressed the vulnerabilities and needs of the populations most affected by Zika (namely, rural and poor urban women and their children). Had lessons been learnt from the Ebola outbreak to enable the differentiated gender experience of a public health emergency to be better addressed? We were also interested to know how the social conditions of the women affected by Zika have been researched with a view to better understanding the relationship between infection and gender.
In a 'title, abstract and keyword' document search of articles published in the Scopus journal database (which covers 29 million abstracts in over 15,000 peerreviewed titles from more than 4,000 publishers, 265 million references and 265 million web pages), 88 we found that, of the 608 publications on Zika between 1 January 2015 and 15 May 2016, 21 articles explored the relationship between 'Zika' and 'human rights'. Just two articles explored the relationship between 'human rights', 'gender' and 'Zika infection', and only one considered the relationship between 'gender' and 'Zika infection'. 89 (As there is a high volume of discussion about women's especial physical vulnerability to the disease while pregnant, we did not search for articles on Zika with 'women' in the title, abstract or keyword.) Given the association between risk of infection and social vulnerability to this disease for women in particular, it is disappointing to see so little discussion about engaging with the gendered social conditions that have led to the vulnerability of women (and their children) to this disease.
As the Zika outbreak is still under way, however, it may be too soon to judge the direction of research. We therefore decided to explore the status of contemporary research on the role of human rights and gender in the case of the Ebola outbreak in west Africa. Using a date range from 1 January 2014 to 15 May 2016, we conducted three searches similar to those on Zika: 'Ebola' and 'human rights'; 'Ebola' and 'gender'; 'Ebola' and 'human rights' and 'gender'. Of the 4,236 articles published on Ebola in Scopus during this period, 335 examined Ebola and human rights; 14 examined gender relations in the context of the Ebola outbreak; and one paper examined the relationship between human rights, gender relations and the outbreak. Overall, then, less than 1 per cent of published research papers on the recent Ebola and Zika public health emergencies have explored the gendered impact and implications of these outbreaks.
During the Ebola and Zika outbreaks a range of social and economic conditions have affected women's options and their ability to control their bodies. Women's health care is determined not solely by the provision of health-care treatments, but also by whether they can freely access and use these services. The complex emergency created by the Ebola outbreak fuelled health inequalities that women were already experiencing as a result of their status in each of the three worstaffected countries. A similar situation is occurring today in Zika-affected populations in South America. In other words, there was enough evidence to indicate that women and children would be rendered particularly vulnerable to an infectious disease and that it would exacerbate already existing health inequalities for these vulnerable groups. One lesson from the Ebola outbreak in west Africa, and now the Zika outbreak, is that renewed priority needs to be given to human rights-focused approaches in addressing prevailing health vulnerabilities in post-conflict countries and situations where a PHEIC has been declared under the IHR. In both the Ebola and Zika cases, the populations most vulnerable to the consequences of these infections, women in particular, were rendered particularly susceptible by a combination of poverty and pervasive gender inequalities. Prioritizing health as a human right is essential not only in addressing future public health emergencies, but also if the Sustainable Development Goals (SDGs) are to be met by 2030. Below, we focus on one particular way to align health and human rights that has been relatively underappreciated to date: the Office of the Special Rapporteur on the Right to Health.
Gender and global health: the importance of human rights
The WHO's constitution states that health is a universal right. In so doing, it defines health as 'a state of complete physical, mental and social well-being'. 91 The association between health and human rights has been reaffirmed several times since the establishment of the WHO. It was enshrined, for instance, in the 1948 Universal Declaration of Human Rights; and the 1966 International Covenant on Economic, Social and Cultural Rights, which came into force in 1976, declared its signatories' recognition of 'the right of everyone to the enjoyment of the highest attainable standard of physical and mental health'. 92 However, according to Paul Hunt, the former UN Special Rapporteur on the Right to Health, the 'right to health' remained 'little more than a slogan for more than 50 years'. 93 It was not until the UN Economic and Social Council adopted General Comment 14 in 2000 that it became clear that:
The right to health embraces a wide range of socio-economic factors that promote conditions in which people can lead a healthy life, and extends to the underlying determinants of health, such as food and nutrition, housing, access to safe and potable water and adequate sanitation, safe and healthy working conditions, and a healthy environment. 94 In 2002 the Commission on Human Rights adopted the mandate for the appointment of a Special Rapporteur on the Right to Health. The replacement of the Commission in 2006 by the Human Rights Council reaffirmed the appointment of the Special Rapporteur, whose mandate is to provide an annual report to the Human Rights Council and General Assembly on investigation and discussion of general trends related to the right to health; country visits and reports on specific countries; and investigation and advice on alleged cases of violations of the right to health. For the twelve years that the Rapporteur has provided annual reports to the Human Rights Council and General Assembly, as well as country visit reports and thematic reports, the inclusion of women's right to health care has been a reporting priority under his/her mandate: 'The Special Rapporteur is further asked to apply a gender perspective and to pay special attention to the needs of children in the realization of the right to health.' 96 To date, the three Special Rapporteurs (Paul Hunt, 2002 Hunt, -2008 Anand Grover, 2008 ; and Dainius Pūras, 2014 to date) have not provided a thematic report specifically on General Recommendation 24 of CEDAW, the 1979 Convention on the Elimination of all Forms of Discrimination Against Women, concerning women and health. However, each has reported on the gender dynamics of HIV/AIDS infection, as well as the specific rights of women to access sexual and reproductive health care, both in thematic reports and in specific country reports. 97 Indeed, in late 2014, Mr Pūras was a signatory to a letter signed by a number of Special Rapporteurs calling for the SDGs to include specific references to 'sexual and reproductive health services [and] information on such services', and insisting that 'sexuality education must not only be universal but also accessible, acceptable, available, affordable for all women'.
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The 17 SDGs adopted by the UN General Assembly in September 2015 include two expansive but complementary goals: Goal 3, 'ensure healthy lives and promote well-being for all at all ages', and Goal 5, 'achieve gender equality and empower all women and girls'. Significantly, two of the targets essential to meet Goal 3 (Health) are Target 3.7, 'By 2030, ensure universal access to sexual and reproductive healthcare services, including for family planning, information and education, and the integration of reproductive health into national strategies and programmes,' and Target 3.8, 'Achieve universal health coverage, including financial risk protection, access to quality essential health-care services and access to safe, effective, quality and affordable essential medicines and vaccines for all.' These goals were adopted by all member states in the 70th UN General Assembly, and during 2016 there have been consultations to discuss the development of milestones to measure, inform and advocate the achievement of all 17 goals with their attached 169 targets.
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The intervention of the Special Rapporteurs was well placed in highlighting the relationship between the social institutions vital to deliver these services and equitable access for both sexes and all genders. We are not arguing that Special Rapporteurs have powers that are independent of the control and influence of the Human Rights Council, nor are we presuming that Special Rapporteurs are well-funded, empowered agents who are invulnerable to the politics and dimin- ished resources of the United Nations. Given that they exist, however, we seek to suggest steps to 'reduce the imperfections and to increase and expand the achievements' of these roles, 100 advocating promotion of and engagement with their mandate in order to support both the person and the Office and thereby to deliver more for the health rights of women. This intervention, we contend, illustrates the particular importance of the Special Rapporteur on the Right to Health's engagement with the SDGs to begin articulating what steps states must take, including tracking progress, to realize the specific rights that improve the health quality of women and identify the relationship between gender inequality and health-as permitted in the Special Rapporteur's mandate.
The relationship between the specific aspects of women's rights and the universal aspect of human rights has often been complex. As Charlesworth has noted:
The universality of application of human rights is indeed their most radical feature. To suggest there is a special category of women's human rights may undermine the claim of universality by fracturing the field. At the same time, it has provided a powerful political platform for women to draw attention to continuing areas of inequality. 101 The human rights focus on women's health is important. As one of us has argued previously, the linking of health with human rights and of women's rights with human rights has 'reshaped the scope of the potential for women's health into the future, opening new avenues for real and practical improvement in the lives of women around the world'. 102 We suggest three human rights-informed interventions the Special Rapporteur could contribute as discussions crystallize around the development of milestones to measure, inform and advocate the achievement of all 17 goals and their targets.
First, the Special Rapporteur could provide a thematic report on states' responsibility to facilitate gender-equitable health care. The timing of such a report now would significantly add to its impact, as the Ebola and Zika outbreaks provide an important opportunity to examine the lessons that need to be learnt from the complex relationship between health care, gender equality and governance. Furthermore, given the international consensus on the need for a framework of implementation for the SDGs that is gender-sensitive to indicators at both the national and regional levels, 103 the Special Rapporteur could use the thematic report to pilot qualitative tools of analysis in line with the need for 'inclusive and people-led participatory monitoring methodologies that can be employed for monitoring of the SDGs and their associated targets'. 104 This type of analysis, already facilitated under the mandate of the Special Rapporteur, can serve as a 'reality check' on the quantitative measurement of the SDGs and address the vital need for baseline data on sex-disaggregated health measures. Second, the Special Rapporteur should be permitted by the Human Rights Council to prioritize country visits to the countries affected by Ebola and Zika. These visits would have a threefold purpose: (i) they would provide important cases for piloting the implementation of the thematic report on gender-equitable health care while serving as a direct assistance tool to these affected countries; (ii) they would entail engagement with a variety of actors whose voices and experiences may not have received as much attention as those of governments, including health-care workers, civilians and civil society groups affected by the Ebola and Zika crises; and (iii) the Ebola and Zika outbreaks provide an important but underexplored lesson on gender relations.
For example, investigating the reduction in FGM in Sierra Leone and the impact of Ebola on the availability of obstetric and neo-natal care could inform better understanding of the relationship between a crisis, the introduction of legislation to protect women's physical integrity, and the distribution of services to protect and address women's health-care needs and rights. Specific reference to sexual and reproductive health has been included as one of the five attributes of physical and mental health under the Special Rapporteur's framework. As such, these country visits would serve to focus not just on states' performance in implementing legal provisions concerning human rights, but also on the formulation of indicators to identify what legislative and service provision targets must be addressed to support a gender-equitable right to health. This assessment framework would require tracing states' legal ratification of rights as well as their efforts to provide-in this case-the policy, economic and social initiatives necessary to ensure women can access and use health care.
Third and finally, the Ebola outbreak in particular reveals that donor investment cannot be adequately matched to the need of the target health system without factoring in the equity and stability of service provision across urban and rural locations. The types of political structures and institutions that underpin the provision of health care in 'peace' time are even more important in emergency situations. The Ebola outbreak was particularly devastating because health systems in the countries affected were already fragile, weakened by decades of political instability and conflict. A rights-based indicator model permits more discussion about the performance of states in meeting their population's needs, and also provides the opportunity to have more discussions about the responsibilities of donor states for ensuring that they support countries that are particularly vulnerable after conflict, disasters and other emergencies. Realization of the SDGs will come about not only through efforts made at domestic level to improve genderequitable health care, but also through donor states' fulfilling their obligations to assist others in meeting the SDGs.
In advocating strengthened engagement of the Special Rapporteur on the Right to Health, we are calling for WHO and future IHR Emergency Committees to incorporate in their meetings and advice the findings of the Special Rapporteur on the gender-related aspects of public health emergencies. As the report of the UN Secretary-General's High-level Panel on Responses to Global Health Crises pointed out, women faced disproportionate exposure to the Ebola virus through their care-giving roles and their roles in burial practices; the virus placed pregnant women at risk of death or loss of the pregnancy; and women were also more likely to be affected by the negative broader socio-economic impacts of Ebola. 105 The Panel noted that 'the underrepresentation of women at all levels of the national and international response' made it more difficult to redress these imbalances. It recommended that: 'Outbreak preparedness and response efforts should take into account and address the gender dimension', and asserted that: 'Women must be included at all levels of planning and operations to ensure the effectiveness and appropriateness of a response.' The emergency posed by the Zika virus has prompted much-needed discussion about the sexual and reproductive rights of women in Latin America. But our concern remains that gender-responsive language, particularly in the WHO advisory and government responses to the Zika outbreak, have to date presented gender awareness as 'simply' encouraging governments to permit women to realize their sexual and reproductive choices. Addressing the legal barriers to reproductive freedom is necessary and essential, yet in complex health emergencies more advice must be directed towards predicting the likely constraints on women's right to exercise their choice and rights arising from pre-existing social and economic disadvantage.
Conclusion
Statistically, women's experience in the Ebola virus outbreak in west Africa and the Zika outbreak in South America has been different from men's. Women have been, and continue to be, disproportionately affected by both outbreaks. The dramatic drop in primary health-care services during the Ebola outbreak continues to bear heavily on women and children. 107 Furthermore, both outbreaks have illustrated-as other complex emergencies have shown in the past-that women are more likely to experience social and economic deprivation, and limited access to resources. Addressing gender inequality in health programming, including in emergency settings, entails more than addressing reproductive and maternal services; it requires understanding the social status of women in that society to respond to the particular challenges that will be present in relation to the nature of the crisis. It was disappointing to see in both outbreaks that despite information being available to indicate that these health emergencies would be gendered and would affect different communities differently, international public health advice rarely engaged with rights language that recognized these challenges. Looking ahead, the necessary response is twofold. First, there is a need to address sexual and reproductive rights and the positive duty of governments to assist women in realizing their rights; second, the advice issued in health emergencies must address the social and economic conditions that restrict women's ability to exercise those rights. Gender inequality and gender discrimination must be named and rendered visible in the public health emergency response. This article has sought to identify an institution that could contribute to ongoing discussions and consultations on the development of milestones to measure, inform and advocate the achievement of the SDGs, informed by lessons learnt from the Ebola and Zika outbreaks. We argue that the Special Rapporteur on the Right to Health has the mandate and responsibility to articulate what the positive right to equitable health care entails, the responsibilities of states to fulfil that right, and the particular provisions necessary to deliver gender-equitable provision and delivery of health care in crises.
International Affairs
This institutional engagement, we believe, is required to redress the absence of human rights in the WHO-coordinated emergency response to disease outbreaks. In the formal global responses to the Ebola and Zika virus there was a notable absence of women's voices and social science methodologies informed by women's perspectives to assist with understanding the events and the social environment in which any research and intervention must take place, and to respond to the lived experience and needs of those most affected by these global public health emergencies. The absence of human rights advice was striking in the response to both outbreaks.
An effective global response to public health emergencies must engage with the rights and needs of affected women. The Ebola and Zika outbreaks provide tragic, important lessons that should not be forgotten as, it is to be hoped, these countries move towards containing the crisis. Access to essential health services during complex emergencies is determined not solely by the provision of care, but also by the status of human rights and equity in that society. The provision of health care and treatment requires understanding the conditions that determine gender-equitable health care.
